External hernia is one of the commonest causes of intestinal obstruction. Femoral hernia is a relatively uncommon hernia. It has a very high complication rate due to delayed diagnosis caused by deceptive symptomatology and subtle signs. CT scan enables a prompt diagnosis. Rigorous resuscitation followed by prompt surgical intervention is the mainstay of treatment. A case of a strangulated femoral hernia in a patient with complicated co morbid medical disorders is presented to highlight the pitfalls in initial clinical assessment.
Introduction
Acute intestinal obstruction is one of the commonest surgical emergencies. Incarcerated external hernia is one of the leading causes of intestinal obstruction [1] . Clinically overt hernias may be easy to diagnose. However, rare types of hernias such as complicated femoral hernias are at times difficult to diagnose and may pose a surgical dilemma while deciding the cause for obstruction. A case of strangulated femoral hernia in a 78-year-old lady suffering from sick sinus syndrome with features of intestinal obstruction is presented with a view to highlight the wide range of clinical and diagnostic deception.
Case Report
A 78-year-old lady who was a known case of sick sinus syndrome presented with symptoms of abdominal pain, vomiting and inability to pass flatus and stools. Patient was initially admitted to a peripheral medical centre. During the course of treatment at that centre, she was administered conservative treatment for suspected intestinal obstruction in addition to the treatment for persistent bradycardia and hypertension. She was then transferred to a tertiary care centre. On admission to hospital she had one episode of generalised tonic-clonic convulsions which lasted for about four minutes followed by the prolonged post-ictal phase. On examination she was unconscious, not responding to oral commands. Her pulse was 56/min and her blood pressure was 160/100 mm of Hg. She had a naso-gastric tube and a per-urethral catheter already inserted. The nature of naso-gastric tube aspirate was bilious. Per abdominal examination did not reveal any distension. It was soft with no evidence of tenderness or rebound tenderness. Per rectal examination revealed an empty rectum. She had a swelling in the right groin situated below and lateral to the pubic tubercle measuring four cms in diameter. There was no tenderness or redness over the swelling. As the patient was unconscious, details pertaining to the groin swelling were not available. Details pertaining to the onset, duration and progress of the groin swelling were known from the patient only after the surgery. Laboratory investigations revealed haemoglobin of 13 gm%, haematocrit of 35, total count of 16000/mm trolyte balance was done aggressively. Plain X ray abdomen revealed a few gas filled bowel loops without any air fluid levels. Blood pressure was controlled by a nitroglycerine drip. After correction of fluid and electrolyte depletion which took two days, a CT scan of the abdomen was done which revealed an irreducible right-sided femoral hernia (Figure 1) . Patient was taken up immediately for inguinal exploration under general anaesthesia.
The swelling was dissected. It was a hernia sac originating from the femoral ring. The appearance of bowel in the sac was gangrenous (Figure 2) . In view of the difficulty in releasing the gangrenous contents by virtue of the severe tension in the sac a laparotomy was done through a lower midline incision in order to achieve reduction of the contents in the hernia sac. With great difficulty the contents were reduced into the abdominal cavity. A segment of intestine, measuring approximately 6 cm. in length was completely gangrenous (Figure 3) . A resection anastomosis was done. The peritoneal cavity was closed in layers. A high herniotomy was done for the femoral sac. The femoral ring was very wide (Figure 4) . In view of strangulated contents, a decision not to use a mesh was taken. The femoral ring was obliterated by approximating the inguinal ligament to the Cooper's ligament with non absorbable sutures ( Figure 5 ). Post-operatively, recovery of bowel function took approximately 5 days. There were no wound complications. Patient has been following up for approximately 4 month with no complaints.
Discussion
Femoral hernia is commonly seen in the female population. It is a hernia which is most prone to complications due to the narrowness of the femoral ring and the intricate relationship with neuro-vascular structures. The diagnosis of uncomplicated femoral hernias may at times be very difficult. However diagnosis of complicated femoral hernias may be easy. This is due to the fact that a sudden onset of a groin swelling, followed by symptoms of obstruction is almost confirmatory. Many a times, the history may be deceptive, as in the case presented, where in the patient had a history of a right groin swelling for a few weeks preceding this emergency. However the patient never acknowledged the presence of this swelling until after surgery. Commonest complication associated with the femoral hernia is irreducibility followed by obstruction and in most cases strangulation. [2] The peculiarity of this hernia is that it can manifest with symptoms of strangulation without obstruction. This condition is most commonly seen in middle aged women. Many a time's co-morbid medical conditions over-ride the symptomatology of the complications arising from this hernia. In the case presented the patient was already suffering from sick sinus syndrome, had severe electrolyte depletion eventually leading to an episode of convulsion. These haemodynamic and metabolic complications create compelling circumstances for a prompt and aggressive treatment taking a priority over other symptoms [2, 3] . In the present case it took quite some time to bring all these derangements under control before surgical intervention could be contemplated. A contrast enhanced CT scan of the abdomen is an excellent tool to identify the cause for obstruction in the abdomen [4] . The right sided contents of the sac were clearly picked up and documented in the CT scan (Figure 1) . CT scan therefore is an excellent investigation for diagnosing the aetiology of obstruction after having corrected the fluid and electrolyte depletion [5] .
As soon as the diagnosis of an incarcerated femoral hernia is made, surgical treatment should be initiated immediately. Various approaches have been described in literature [6] . These are femoral approach, inguinal approach and a combined femoral and inguinal approach.
The choice of approach is dictated by the ease with which the surgeon can manage the damaged intestines and offer a safe and definitive repair. In the case presented as the sac was extremely tense and the contents gangrenous, any attempt to reduce the contents through a femoral approach could have caused more damage adding to the difficulty in reducing the contents. Carrying out the resection anastomosis of the strangulated loop would have been almost a technical impossibility through the femoral approach. It is always safe to add on a lower midline laparotomy in such complex situations as was done in the case presented. This not only adds to the manual dexterity in reducing the contents but also enables comfortable resection and anastomosis of the damaged intestines [7] . The laparotomy incision can then be safely closed after having explored every inch of the intestine. An added laparotomy approach may also be useful in those femoral hernias which contain a variety of rare abdominal contents such a caecum, ascending colon, Meckel's diverticulum, ovary, fallopian tube and a bladder diverticulum [8] [9] [10] [11] [12] . Difficult situations may arise when any part of the colon gets trapped in the incarceration [11] . Clear identification of the proximal and distal end is pivotal in safe reduction and optimum decision making in strangulated femoral hernias. Therefore it is a safe practice to add a midline laparotomy to an inguinal or femoral approach in order to achieve safe and optimum surgical cure. The choice of repair for a femoral hernia again raises a few questions. The mesh plug technique is undoubtedly a good option for uncomplicated femoral hernias. But in the situation, where there are strangulated loops, this may heighten the chances of infection leading to failure of the repair [13] . Therefore it is advisable that in the situation of a strangulated femoral hernia the traditional McEvedy's technique of approximating the inguinal ligament to the Cooper's ligament be adopted after a high herniotomy.
The morbidity and mortality associated with complicated femoral hernias is very high as most of the patients are of an advanced age. Fluid, electrolyte imbalance and septicaemia are the commonest causes for morbidity and mortality [7] . Initial resuscitation should be initiated promptly and aggressively in order to enable a CT diagnosis and immediate surgical treatment.
Conclusion
Complicated femoral hernia can give rise to a wide spectrum of clinical features. Prompt and aggressive primary resuscitation followed by a contrast enhanced CT scan of the abdomen will enable confirmation of the diagnosis. No sooner is the diagnosis confirmed than prompt surgery should be performed. It is a safe practice to combine a groin incision with a lower midline laparotomy not only to ease but also to enhance the quality of surgical care.
